AGED 42, was seen at Guy's Hospital in September, 1922; for two months he had suffered from giddiness and tinnitus in the left ear. The giddiness came on suddenly while he was driving a van, objects rushed to the left and he " felt queer"; the attack gradually passed off. The attacks recurred, sometimes he had as many as three a day; on one occasion he fell in the fire and burnt himself severely. Examination of the ears showed normal membranes. Hearing in the right ear was good, in the left ear almost absent.
H. E., AGED 42, was seen at Guy's Hospital in September, 1922;  for two months he had suffered from giddiness and tinnitus in the left ear. The giddiness came on suddenly while he was driving a van, objects rushed to the left and he " felt queer"; the attack gradually passed off. The attacks recurred, sometimes he had as many as three a day; on one occasion he fell in the fire and burnt himself severely. Examination of the ears showed normal membranes. Hearing in the right ear was good, in the left ear almost absent.
No spontaneous nystagmus was seen. Caloric response on both sides was sluggish; indeed it was doubtful whether any response was obtained on the left side. Past pointing normal on the good side (right) and absent on the deaf side. Dr. Symonds examined the patient and found no sign of intracranial lesion. It was decided to open the left external semicircular canal. This was done in January, 1923. Within four weeks of the operation the patient was entirely free from vertigo and could hear a whisper at a distance of 8 ft. from the left ear.
I have not seen the man for six weeks, but I have tested his hearing today, and find that he is deaf in the affected ear.
DISCUSSION. Dr. DAN McKENZIE asked whether Mr. Mollison could say what the lesion might
have been. He (Dr. Mackenzie) remembered the suggestion that in some cases of vertigo there was a state simnilar to that in the eyeball in cases of glaucoma; that is to say the condition was due to pressure. He thought this theory would explain the symptoms in the present case; first the attacks of deafness, secondly the relief following the opening of the external canal.
Dr. KELSON said that he had had a similar case in 1913. The patient, a house painter, had been so giddy that he could not go up a ladder in the course of his work. He (Dr. Kelson) had operated on the right external semicircular canal, in a similar way to that described, and had shown the patient at a meeting of the Section in 1914. At that date he had practically lost the giddiness and the tinnitus. Since half the benefit from recording such cases was lost if they were not followed up, he (Dr. Kelson) had written to the patient's doctor, who had reported, in 1916, that the man was well, could again climb ladders and do his work and no longer had tinnitus. In 1921, eight years atter operation, the report was that the man had kept well until the previous September, when he had again begun to have attacks of giddiness, and some degree of tinnitus.
Mr. ARCHER RYLAND said Mr. Mollison had certainly achieved a good result in this case, for not only had there been a total abolition of the vertigo, but the hearing had very substantially improved. He (Mr. Ryland) did not know if Mr. Mollison would strongly advocate this operation for the relief of vertigo. He (the speaker)
would feel very hesitant about opening the external semicircular canal for that purpose. He had on one occasion opened this canal inadvertently in the course of an ordinary radical mastoid operation, and a prolonged and troublesome vertigo had resulted.
Sir JAMEs DUNDAS-GRANT said he supposed the idea was that in this case there had been an increased tension in the fluids of the internal ear. He asked what had been the steps in the operation. The middle ear had been preserved intact. He (Sir James) suggested that if the operation on the external semi-circular canal was to entail loss of hearing, it would be safer, and to many of us easier, to remove the tympanic membrane and ossicles completely, thereby allowing more room for the expansion of the internal liquids, through the freer play of the annular ligament in the fenestra ovalis. That greater play might suffice to relieve the pressure.
Mr. LAWSON WHALE said that he had done this operation deliberately in two cases. He had to do the radical mastoid operation first, otherwise he would not have obtained access to the mastoid horizontal canal. He made a 1 in. opening immediately above and parallel to the horizontal part of the facial canal, and he would like to hear how large an opening Mr. Mollison had made, and how much exposure of the semicircular canal he had secured. He would also like to know how long after the operation compensation for the loss of labyrinthine function had occurred. In his own cases the patients had been giddy for three weeks, and had then recovered.
Mr. MOLLISON (in reply) said that beyond accepting the suggestion that these cases might be compared to those of glaucoma, he had no theories. He approached such cases, from an operative point of view, with considerable hesitation. In the cases (four in number) in which he had operated, the hearing in the affected ear had been much diminished; in two it had been practically absent. Three of the patients had been taken into hospital and carefully examined by physicians before it had been decided to operate. In two of the cases he had operated at the request of the physician, as the patients' lives were a burden as a result of vertigo. In one case, that of a clergyman, there had been attacks for two years; the second case was the one shown to-day. In the third case the patient was a publican whose vertigo had been so severe that he had had to give up all his work. The fourth case was that of a private patient, who had consulted Dr. Hurst. He (Mr. Mollison) had found the operation so easy that he feared he might be tempted to perform it without due consideration. He opened the mastoid exactly as for ordinary mastoidotomy, exposing the aditus region as fully as for a mastoid, so as to get a good view of the external semicircular canal; he then chipped open the canal. He had not formed a conclusion as to the best course to pursue after that. In the first case, remembering Mr. Sydney Scott's experiments on pigeons, he had injected absolute alcohol into the canal, in order to destroy the function of the labyrinth. The result had been fortunate; it was ilmore than two years ago since the operation, and the patient had resumed work and had had no more vertigo. In the second case alcohol had not been injected, and all vertigo had ceased. In the third case pure carbolic acid had been applied, and the attacks had ceased absolutely. The fourth case was so recent that the result was not yet known. The operative treatment of cases of non-suppurative labyrinthine vertigo had been suggested many years ago by Mr. Cheatle, and carried out by Mr. Lake, Mr. Jenkins, Mr. Hugh E. Jones, Mr. Sydney Scott, and others.
The difficulty consisted in selecting cases in which operation was indicated, and in excluding extra-labyrinthine causes for the vertigo.
Sequestra removed from the Region of the Eustachian
Tube during a Radical Mastoid Operation. By T. H. JUST, F.R.C.S.
THE patient, a female, aged 23, had suffered from suppuration in the right ear since childhood. For six weeks before being seen by exhibitor she had had a right-side facial palsy. She died suddenly, five days after a radical mastoid operation. An autopsy showed extensive osteitis, practically the whole of the petrous portion of the temporal bone being involved.
